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with small laparotomies for liver transection and specimen
extraction, which is a good learning transition step before
further advanced laparoscopic liver resection. Moreover, suf-
ficient liver mobilization expands indication for laparoscopic
liver resection by providing an adequate margin between
tumors and large vessels. Although experienced surgeons
prefer laparoscopic liver mobilization because of the clear
magnified vision, the procedures are still technically
demanding. It is very important to understand the pitfalls of
this procedure to prevent injury to large vessels such as the
IVC or hepatic veins. In this presentation, the details of the
operative technique of laparoscopic liver mobilization are
reported along with videos. This should aid the wide accept-
ance of laparoscopic liver resection as a standard operation.
Here, the technique of liver mobilization is summarized,
along with the short-term outcomes at the author’s facility.
LO-D.05 TRANSGASTRIC PANCREATIC
NECROSECTOMY – TRICKS OF THE
TRADE
N. J. Zyromski
Indiana University Department Of Surgery, Indianapolis,
IN
Contemporary management of necrotizing pancreatitis is
evolving rapidly, and may include percutaneous, endoscopic,
or surgical approaches. Importantly, individual patient char-
acteristics should dictate specific interventional approach;
decisions regarding intervention are ideally planned in the
context of a multidisciplinary group. Select patients with
necrotic collections confined to the lesser sac may be
approached in a transgastric fashion. Surgical approach
(either laparoscopic or open) offers the advantage of “one
stop shopping” – allowing complete debridement as well as
cholecystectomy (for patients with biliary pancreatitis) in
one setting. The goals of this “Tricks of the Trade” presen-
tation are: to review optimal patient selection; to highlight
which patients are suitable for laparoscopic versus open
approach; to review our institutional experience with
transgastric debridement; to highlight specific operative
“pearls” (avoiding and managing hemorrhage, utility and
techniques of intraoperative ultrasound, determining
gastrotomy siting, port placement); and to review long term
outcomes and complications following transgastric pancre-
atic debridement.
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LO-E.01 SEGMENT VIII RESECTION FOR
COLON CANCER METASTASIS USING
THE IN SITU COLD PERFUSION
TECHNIQUE WITH RIGHT AND MIDDLE
HEPATIC VEIN RECONSTRUCTION
M. Segedi, I. McGilvray, P. Greig, P. Kelly, A. Fung and
G. Tait
University Of Toronto, Toronto, ONTARIO
Colorectal metastases that occur in anatomic location pre-
cluding classic resection can be removed with a novel tech-
nique using in situ cold perfusion. A video presented here
incorporates 3-D animations based on the patient’s radiol-
ogy, with overlays and animated technical summaries to
enhance trainee’s understanding of this complex resection.
Here we present a segment 8 resection in a 41 year old female
found to have recurrent solitary metastatic colon cancer. Pre-
vious wedge resections left her with a relatively small left
lobe liver. Tumor was found lodged between right and middle
hepatic veins, located within the segment VIII. The video
begins with an animated sequence summarizing pre-
operative planning. Oncologic and anatomic considerations
are presented with three-dimensional renderings of patient
anatomy. The steps include mobilization of liver and expo-
sure of hepatic veins proximally to the tumor and at their
insertion into the inferior vena cava (IVC). The caudate lobe
is resected to facilitate further mobilization and vascular
clamping. After establishing inflow and outflow control with
appropriate clamps, the cold perfusion is set up and the right
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and middle veins are divided at their origins within the liver.
After segment VIII resection, the right and middle hepatic
veins are reconstructed to their origins on IVC. The patient
tolerated the procedure well and was discharged home seven
days after the surgery. This video of a complex case illus-
trates the blend of transplantation and surgical oncology
techniques, and it also highlights how animation combined
with real-time operative video can convey subtle and
complex teaching points.
LO-E.02 TOTALLY LAPAROSCOPIC
CAUDATE LOBECTOMY WITH PARTIAL
CAVAL RESECTION
C. U. Corvera, C. A. Galanopolus and V. Kuo
University Of California San Francisco, San Francisco,
CA
The patient is a 68 year-old man who was diagnosed with
metastatic colon cancer to the caudate lobe of the liver. At
operation, the left lateral segment was mobilized. The lesser
sac was opened and ligament venosum was divided, thereby
exposing the left hepatic vein. With the caudate lobe now
exposed, the tumor was noted to have some direct extension
to the lesser omentum and retroperitoneal fat. These attach-
ments were taken en-bloc with the caudate lobe. The princi-
ple branch of the caudate was identified, doubly clipped and
divided. Mobilization of the caudate was then pursed by
retracting the hepatoduodenal ligament toward the patient’s
right thus exposing the anterior surface of the inferior vena
cava. Short hepatic draining veins were managed by metal
clips and divided. The caudate process was then divided
using a bipolar cautery device. The tumor was noted to be
densely attached to the left lateral edge of the IVC and an
en-bloc resection was required. The caudate process was
completely divided up to the base and behind the conjoint
middle and left hepatic vein. The caudate lobe was dissected
free from the anterior surface of the IVC and reflected later-
ally leaving only ∼2 cm segment of tumor involvement with
the IVC. This presumed direct tumor invasion was encircled
using a silk suture and used for traction. A tangential partial
caval resection was done using two loads of an EndoGIA
vascular stapler. The specimen was retrieved via the midline
periumbilical port.
LO-E.03 ANTE SITUM HEPATECTOMY
AND REPLACEMENT OF INFERIOR
VENA CAVA AND HEPATIC VEIN USING
A TRANSITORY PORTO-CAVAL SHUNT
A. Yanzon, A. Cristiano, L. Yazde, F. Rodriguez Santos,
M. de Santibañes, J. Pekolj and E. de Santibañes
Hospital Italiano de Buenos Aires, Ciudad Autonoma De
Buenos Aires, BUENOS AIRES
Introduction: Hepatic resection is considered the only cura-
tive treatment for both primary and metastatic disease of the
liver. However, lesions located at the hepatocaval confluence
compromising the inferior vena cava (IVC) are not resectable
under conventional techniques. To overcome this problem,
different surgical procedures have been developed for the last
25 years. Ex-vivo resection techniques provide excellent
accessibility to tumors placed around the IVC. The main
problem regarding ex-vivo procedures is the hepatic low
tolerance to warm ischemia and the splanchnic congestion
secondary to vascular exclusion. Hypothermic hepatic perfu-
sion and veno-venous bypasses are 2 strategies to avoid these
complications. In this video, we report a novel technique to
minimize vascular complications for ante-situ resection
using a goretex graft for IVC replacement and a temporary
shunt between the porta vein and the IVC using a cadaveric
bank preserved venous graft.
Method: We present the case of a 27 years old patient with
an hepatic recurrence from a rectal cancer compromising
hepatocaval confluence. To avoid complications of the total
vascular exclusion and the extracorporeal veno-venous
bypass, we performed a porto-sistemyc shunt between the
portal vein and the vena cava.
Results: The surgery accomplished an R0 resection, with
low Morbidity. Total hospital stay was eighteen days. The
patient, 7 months after surgery, has no evidence of
recurrence.
Conclusion: Ex-vivo resections techniques are a valid
approach to treat these tumors. To our knowledge this report
is the first description of the porto-caval transitory shunt to
avoid the total vascular exclusion and venovenous bypass
drawbacks.
LO-E.04 ROBOTIC
PANCREATICODUODENECTOMY WITH
ANOMALOUS HEPATIC ARTERIAL
ANATOMY
A. H. Zureikat, T. K. Nguyen and H. J. Zeh
University Of Pittsburgh Department Of Surgery,
Pittsburgh, PA
Pancreaticoduodenectomies performed with robotic assis-
tance is emerging as a safe alternative in experienced centers
to the traditional open technique. This video demonstrates a
robotic pancreaticoduodenectomy in a patient with a pancre-
atic head adenocarcinoma with an anomalous hepatic artery
location. The robotic platform facilitates dissection of vascu-
lar structures using a no-touch technique, allowing
meticolous hemostasis. Reconstruction of this 2 mm pancre-
atic duct is performed in duct to mucosa fashion under mag-
nification. This patient was discharged on postoperative day
number 8 with no complications.
LO-E.05 INTRAOPERATIVE USE OF
GOOGLE GLASS FOR
HEPATO-PANCREATO-BILIARY
SURGERY
S. L. Bokshan1, W. Chapman1,2 and M. Doyle1,2
1Washington University School Of Medicine, St. Louis,
MO; 2BJC Health System, St. Louis, MO
Google Glass is a modular technology that projects a small
heads up display (Glass) into the peripheral visual field of the
user. This heads up display receives user input from voice
commands enhanced by bone conduction. In addition to
receiving input commands from the user, Google Glass can
also record 720p videos from its anterior camera. It boasts
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Bluetooth and wireless connectivity allowing the user to
download images to the device, connect to the user’s cell
phone, video chat, and to upload images and videos. The
heads up display is capable of projecting data into the user’s
periphery. While all these technologies could potentially aid
surgeons with intraoperative video recording, surgeons have
yet to report the feasibility of using Google Glass
intraoperatively. From Glass, the OR video is wirelessly
streamed to an in-house video and multimedia management
system known as Medicrate that we have developed. The
video can be edited by whom ever is granted access and
shared in order to maximize surgical teaching. The system
also allows users to store videos, documents, presentations,
and images to a local hospital cloud. These various forms of
multimedia can be selectively shared by creating local groups
on Medicrate and giving group access of personal multime-
dia. Finally, Medicrate allows users to generate custom
quizzes associated with their content in order to assess
student understanding. This video presentation will provide
an in depth overview of the intraoperative feasibility and
capabilities of Google Glass as well as the utility of the
Medicrate system.
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LO-F.01 DEVELOPMENT OF AN
INTERNATIONAL ONLINE LEARNING
PLATFORM FOR HPB TRAINING A
NEEDS ASSESSMENT
S. G. Warner1, S. J. Connor2, C. Christophi3, I. Azodo4,
T. S. Kent5, D. Pier4 and R. M. Minter1
1University Of Michigan, Division of HPB And Advanced
GI Surgery, Ann Arbor, MI; 2Department Of General
Surgery, Christchurch Hospital, Christchurch, .;
3Department Of Surgery, University Of Melbourne, Austin
Hospital, Heidelberg, VICTORIA; 4Royal Infirmary Of
Edinburgh, Edinburgh, SCOTLAND; 5Beth Isreal
Deaconess Medical Center, Boston, MA
Introduction: Implementation of the well-developed
AHPBA/ANZHPBA fellowship curricula remains limited.
The current generation of trainees embrace online learning.
The AHPBA and ANZHPBA are therefore developing an
online interface to facilitate an interactive didactic experi-
ence for HPB fellows to augment the current curriculum. A
needs-assessment was performed to identify content modali-
ties to optimize fellow education.
Methods: A 22-question survey querying fellows’ learning
styles and use of various learning tools was disseminated
electronically to 38 North American/Australasian HPB
fellows after validation and revision in an initial 5-resident
cohort for clarity and response time.
Results: The survey response rate was 55%(n = 21).
Median respondent age was 35 y(range 30–42 y) and 80%
were male. Only 67% endorsed familiarity with their
required HPB curriculum, and 43% indicated dissatisfaction
with current personal study strategies. 62% reported they
primarily studied with focused intent (preparing for cases
with immediate clinical relevance) versus following a pre-
scribed curriculum(5%). 86% of fellows reported accessing
information via computer and 43% via phone or tablet, while
67% of respondents also utilized textbooks. Figure 1 delin-
eates online learning modalities respondents would utilize if
available. Fellows indicated they would participate in an
interactive discussion board once(47%) or 2–3 times(24%)
weekly. Most respondents (86%) would meaningfully follow
1–2 discussions per month.
Conclusion: HPB fellows utilize online learning tools.
Improved implementation of the HPB fellows’ curricula is
needed. This study informs learning modalities likely to be
utilized by current HPB fellows, and guides design and
development of learning tools and interactive components
most likely to be adopted by fellows.
LO-F.02 THE CURRENT STATE OF HPB
FELLOWSHIP EXPERIENCE IN NORTH
AMERICA
H. Osman and D. Jeyarajah
Methodist Dallas Medical Center, Dallas, TX
Aim: The face of HPB training has changed over the past
decade. The growth of focused HPB fellowships that are
vetted with a rigorous accreditation process through the Fel-
lowship Council (FC) has established these fellowships as an
attractive mode of training in HPB surgery. This study looks
at the volume of HPB cases performed during these fellow-
ships in North America.
Methods: After approval by the FC research committee,
data from all HPB fellowships that had three years worth of
complete fellow case log data were tabulated and reported
(n = 12). Two year fellowships had their fellow logs tabulated
at the completion of both years. Those programs that had
transplant experience (n = 9) were reported.
Results: Data for fellows’ case numbers is shown below.
Table 1(liv-maj: hemi liver resection. liv-min: 2 segments or
less.PD: Pancreaticoduodenectomy. DP: distal pancreatec-
tomy).
Conclusion: This study validates that FC accredited HPB
fellowships have a robust exposure to complex HPB surgery.
Fellows completing these fellowships should be well versed
in the management and surgical treatment of HPB patients.
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